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Abstract
Objective-To examine possible differential

changes in outpatient referrals to orthopaedic
clinics, attendances, and waiting times between
fundholding and non-fundholding general
practitioners.
Design-Observational controlled study of re-

ferrals by general practitioners to orthopaedic
outpatients between April 1991 and March 1995.

Setting--District health authority in south west
England.
Subjects-10 fundholding practices with 108 300

registered patients; 22 control practices with
159 900 registered patients.
Main outcome measures-Changes in age

standardised referral and outpatient attendance
ratios for the year before and the two years after
achieving fundholder status; changes in outpatient
waiting times.
Results-In the year before achieving fundhold-

ing status both groups were referring more
patients than were being seen. Two years later, re-
ferral and attendance ratios had increased by 13%
and 36% respectively for fundholders and 32% and
59% for controls, and both groups were referring
fewer patients than were being seen. Attendances
represented 112% of referrals for fundholders and
104% for controls. In 1991-2, a similar proportion
ofpatients in the two groups was seen within three
months of referral. The two hospitals that set up
specific clinics exclusively for fundholders showed
faster access for patients offundholders by 1993-4,
as did a third hospital without such clinics by
1994-5.
Conclusions-Fundholders increased their or-

thopaedic referrals less than did controls and
achieved a better balance between outpatient
appointments and referrals. Their patients were
likely to be seen more quickly, particularly if the
hospital provided special clinics exclusively for
fundholders. Lack of case mix information makes
it impossible to judge whether these differences
benefit or disadvantage patients.
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Introduction
Since general practitioner fundholding was introduced,
its ability to produce a two tier service has been
described,' occasionally denied,2 and eventually
accepted as inevitable.3

Changes in referral patterns for general practitioners
who became fundholders in the first year have been
reported.4 5 Although there is increasing emphasis on
reducing the waiting times for outpatient appoint-
ments,6 there is little hard information about the effects
of fundholding on this. A recent review of the first three
years of fundholding did not present any data,3 and
where data have been presented they have focused on a
single practice.'

We used routine data to look at the effects of
fundholding on general practitioner referrals, outpatient
attendances, and speed of access to outpatient services
in Bristol and District Health Authority. This served a
total population of 840 000, of whom 15.4% were reg-
istered with the first three waves of fundholders. We
concentrated on orthopaedics, as this had been
identified as the top priority for improvements in access
in a survey of general practitioners that coincided with
the start of the fundholding initiative.8

Methods
Routine data were available to the health authority on

all its local residents (whether registered with a fundholder
or not) who used outpatient services from 1 April 1991
onwards when the NHS reforms were introduced.
These data included, but were not limited to, the contract
minimum data set, and contained the age and sex of peo-
ple seen at outpatient clinics, whether at a first or follow up
appointment, the date of referral, the hospital of referral,
the date of attendance, and whether a general practitioner
referral and if so the practice, with a specific code for
fundholders. Similar information, other than details of the
actual attendance, was available for people still awaiting an
outpatient appointment.
To examine the changes before and after becoming

fundholders, we examined second and third wave
fundholders only (the fundholding group), as we had no
information on first wave fundholders before they became
fundholding.We also identified a control group of practices
who were not, and still have not become or applied to
become, fundholders. Each practice was matched to two
control practices that used the same hospital of main refer-
ral and served areas of similar socioeconomic status. In two
cases, a third control practice had to be added to ensure a
broadly similar age distribution between the fundholding
practice and its control population.
We identified first referrals by general practitioners,

first outpatient attendances, and waiting times for both
groups for each financial year from 1 April 1991 to 30
March 1995.We calculated expected numbers of refer-
rals and attendances for each year by age group, using
the whole district rates for 1992-3. This enabled us to
calculate the standardised referral and attendance ratios
by combining data from different years so as to arrive at
a single value for the year before fundholding and the
two subsequent years, even though the practices
became fundholders in different years. Analogous
calculations were carried out on the control group,
treating each practice in the same way as its matched
fundholding practice.

Patients' waiting times were compared on a calendar
year basis, from 1991-2, before any practices in the
fundholding group becoming fundholders, to 1994-5,
when all practices in the fundholding group had been
fundholders for at least two years. We used the
proportion of referred patients seen within three
months of referral as an indicator of speed of access.
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Table 1-Changes in outpatient referrals and attendances

Year before fundholder status 1 st Year after fundholder status 2nd Year after fundholder status

Standardised attendance ratio Standardised attendance ratio Standardised attendance ratio
No (95% confidence interval) No (95% confidence interval) No (95% confidence interval)

First attendances
Fundholder 805 80.8 (75.2 to 85.8) 1018 102.1 (95.9 to 108.5) 1091 109.5 (103.0 to 116.3)
Controls 1139 81.8 (77.0 to 86.1) 1421 102.0 (96.7 to 107.4) 1816 130.4 (124.4 to 137.2)
Referrals
Fundholders 862 84.8 (79.2 to 90.0) 998 98.2 (92.1 to 104.2) 975 95.9 (89.9 to 101.8)
Controls 1329 93.5 (88.5 to 98.4) 1565 110.2 (104.7 to 115.9) 1754 123.5 (117.7 to 129.9)

Table 2-Changes in percentage of patients seen within three months of referral over four years, by hospital

1991-2 1992-3 1993-4 1994-5

% (No) seen % (No) seen % (No) seen % (No) seen
within Total seen in within Total seen in within Total seen In within Total seen in

3 months year 3 months year 3 months year 3 months year

Hospital A
Fundholders 26 (70) 269 33 (109) 334 42 (192) 456 40 (178) 450
Controls 28 (98) 349 33 (131) 399 31 (149) 487 34 (280) 818
Percentage difference
(95% confidence interval) 2 (-5 to 9) 0 (-7 to 7) -11 (-17 to -5) -6 (-12 to 0)

Hospital B
Fundholders 43 (83) 191 41 (92) 224 49 (108) 220 36 (68) 190
Controls 40 (126) 316 36 (135) 370 48 (180) 378 21 (101) 471
Percentage difference
(95% confidence interval) -3 (-12 to 6) -5 (-13 to 3) -1 (-9 to 7) -15 (-23 to -7)

Hospital C
Fundholders 42 (81) 192 38 (92) 240 32 (83) 263 32 (83) 258
Controls 43 (66) 154 45 (92) 205 29 (87) 297 32 (103) 322
Percentage difference
(95% confidence interval) 1 (-9 to 11) 7 (-2 to 16) -3 (-11 to 5) 0 (-8 to 8)

Hospital D
Fundholders 68 (36) 53 60 (49) 81 64 (102) 160 67 (146) 217
Controls 58 (136) 235 51 (124) 241 40 (114) 286 39 (157) 402
Percentage difference
(95% confidence interval) -10 (-24 to 4) -9 (-21 to 3) -24 (-334o -15) -28 (-36 to -20)

Total
Fundholders 38 (270) 705 39 (342) 879 44 (485) 1099 43 (475) 1115
Controls 40 (426) 1054 40 (482) 1215 37 (530) 1448 32 (641) 2013
Percentage difference
(95% confidence interval) -2 (-3 to 7) 1 (-3 to 5) -7 (-11 to -3) -11 (-15 to -7)

Hospitals A and D had set up specific clinics exclusively for fundholders by 1993-4.

Results
The fundholding group consisted of 10 practices with

108 300 patients. The control group had 22 practices
with 159 900 patients.

In the year before becoming fundholders, the
practices in the fundholding group were referring
patients at a lower rate than the controls, although the
difference was not significant, and first attendance rates
were similar in the two groups (table 1). By the second
year after achieving fundholding status, fundholders
had increased their referral rates by 13% (ratio of stand-
ardised ratios 1.13; 95% confidence interval 1.03 to
1.23) and the controls by 32% (1.32; 1.23 to 1.43).
Outpatient attendance had increased by 36% (1.36;
1.28 to 1.49) for the fundholders and by 59% (1.59;
1.49 to 1.72) for the controls. In the year before
fundholding, the number of attendances was 93% of the
number of referrals for fundholders and 86% for
controls; two years later, attendances had increased to
112% and 104% respectively.

Patients' waiting times were compared for each of the
four hospitals providing orthopaedic services. In
1991-2, the proportion of patients seen within three
months was similar for the two groups of general prac-
titioners but differed among hospitals (table 2).
Two hospitals (A and D) set up specific clinics exclu-

sively for fundholders. By 1993-4, fundholders' patients
were more likely to be seen quickly at these two hospi-
tals. In 1994-5, fundholders' patients were also more
likely to be seen quickly at one of the other hospitals.

Discussion
To assess the possible differential changes in

orthopaedic outpatient referrals, attendances, and wait-
ing times between fundholding and non-fundholding
general practitioners we used routine information,
which was also used for contract monitoring and to illu-
minate specific problems. These data had therefore
been subject to substantial scrutiny and we believe them
to be generally accurate.

Specific initiatives to reduce outpatient waits took
place during the period studied. These concentrated on
ensuring appointments for patients who had been wait-
ing the longest, with the inevitable consequence that
more people who had waited longer were seen. We
reanalysed the data excluding long waiters to counteract
this situation, but this made no significant difference to
the results.

There was a general increase in access to orthopaedic
outpatients during the period studied. In the year before
achieving fundholding status, practices referred more
patients than outpatient slots were available, but at the
end both fundholders and non-fundholders had more
outpatient attendances than referrals. This difference
was greater for fundholders, and this was reflected in
their patients' shorter waiting times. Fundholders also
referred fewer patients than non-fundholders, and this
difference increased over the study period. This is
different from the experience in the Oxford region,5
where first wave fundholders had a higher referral rate
in the year before becoming fundholders.
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Key messages

* The effect of general practitioner fundholding on access to outpatient services
is unclear but is of great importance as fundholding expands
* Patients of fundholders had no better access than patients of non-fundholders
to orthopaedic services before the practices became fundholding
* Fundholders controlled their referrals better than non-fundholders and
achieved a better balance between referrals and attendances
* Fundholders' patients were more likely to be seen quickly, especially if the
receiving hospital laid on specific clinics exclusively for fundholders
* Information on case mix is needed to identify whether the lower referral rate
among fundholders benefits or disadvantages patients

As the diagnostic information on outpatients is not
contained within the routine data sets, we do not know
about the case mix of referrals and we therefore cannot
comment on whether the differences in referrals were
related to changes in the threshold of referral between
the two groups. One of the hospitals offered no separate
service for fundholders' patients, but they were still
more likely to be seen quickly there in 1994-5. It is
possible that fundholders referred only the sicker
patients, who were thus allocated a higher priority and
therefore were seen more quickly than other patients.

Although these results do show a significant effect
of fundholding on general practitioners' referral rates

and speed of access to services, they do raise the ques-
tion of whether these changes actually benefit patients.
It is possible that the downward incentive of fundhold-
ing on referrals results in the referral of patients only
when their problems become more severe. The
appropriateness of such a response is still open to
doubt.
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Responding to out ofhours
requests for visits: a survey of
general practitioner opinion

B V Court, C P Bradley, K K Cheng,
R J Lancashire

In response to the mounting pressure of out of hours
care, the terms of service for general practitioners in the
NHS have been modified to emphasise that professional
judgment should guide whether a consultation is
required (based on the patient's medical condition) and
if so, when and where the consultation should take
place.' Comprehensive searches of four literature
databases revealed little about the nature and relative
importance of factors which influence practitioners'
judgments when responding to out ofhours requests for
visits. One small study found that a potentially serious
diagnosis was the most common reason for out of hours

Table 1-Factors affecting the decision to visit. Values are percentages; number of
responses to each question varied from 503 to 510

Factor Visit more likely Not relevant Visit less likely

Factors related to patients or their carers
Patient/other says its urgent 93 6 1
Patient/other demands a home visit 88 7 5
Patient/other says patient is unfit to travel 88 9 3
Patient has no readily available transport 70 19 11
Patient has history of using out of hours

services inappropriately 8 16 76
Patient/carer has access to phone 5 19 76
Factors related to general practitioners
Not wanting to miss an urgent condition 95 4 1
Wanting to avoid complaints 88 12 0
Wanting to avoid confrontation 68 28 4
Worrying about coping with tomorrow 19 67 14
Wanting to provide continuity of care 37 56 7
Having paramedical support 9 76 15
Being concemed about personal safety 7 60 33

visits but that in less clearcut cases the expectations and
non-medical needs of patients also played a part.2 The
objectives of our study were to identify the main factors
which influence general practitioner principals when
making decisions about requests for out of hours visits
and to find out whether they would welcome
guidelines.3

Subjects, methods, and results
Eligible subjects were 720 general practitioners who

were listed as providing general medical services in the
three health authority areas of Coventry, South
Staffordshire, and Shropshire and 16 general
practitioner registrars in these areas.

Focus groups were used to identify a preliminary set
of 13 factors that might influence the decision to visit.
These were incorporated in a questionnaire, pilot
versions of which were modified after a trial.4
Practitioners were asked whether guidelines would help
them in making decisions about out of hours visits and
whether each of the 13 factors would tend to make a
visit more likely or less likely or was not relevant. They
were then asked to rank up to five factors in order of
importance in terms of influencing their decisions.

Data were analysed with spss-pc. Characteristics of
respondents were compared with data for England and
Wales where available, using hypothesis tests for single
proportions.

In response to the two mailings in May 1995, 72%
(532/736) of questionnaires were returned. Nineteen
questionnaires were discarded: the practitioners stated
that they had made no out of hours visiting decisions
during the past year or that they were retired.
Significantly more of the respondents were trainers
(21%) than in data for England and Wales (12%), and
37% defined out ofhours in accordance with the official
definition (from 7 pm to 8 am weekdays and from 1 pm
Saturday to 8 am Monday). Only 38% of respondents
thought guidelines would be helpful.

Table 1 summarises how respondents thought each
of the 13 factors would affect out of hours visiting deci-
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